but a high level of 0-2% after 90 minutes; the total acidity closely followed the free hydrochloric acid.
Treatment with eucortone was begun May 17, with daily intramuscular injections of 2 c.c. On May 24, no improvement having been noted, the dose was increased to 5 c.c. daily. By June 10 improvement had begun, but as it was slow, the dose of eucortone was increased to 10 c.c. daily. Dosage kept at this level until July 6, then reduced to 5 c.c. daily. Patient was discharged from hospital on July 11, her condition being much improved. Pigmentation had almost disappeared, nausea had ceased; appetite had returned, lassitude had given way to a feeling of energy; the yawning stopped, and the weight had increased by 4 lb. Menstruation returned to normal while in hospital.
June 14, while in hospital under treatment with eucortone, patient had an attack of tetany, the clinical manifestations of which were unmistakable. At 9 a.m. she complained of stiffness of hands, and numbness and tingling of fingers. At 11.30 a.m. she became semiconscious, and the fingers were fixed in the obstetric position, being flexed at metacarpo-phalangeal articulations, and extended at interphalangeal joints; thumbs adducted to palms and flexed at metacarpo-phalangeal articulations. Legs stiff, but no plantar flexion. Chovstek's sign strongly positive. Marked hyperpnoea. Some blood was withdrawn from the median basilic vein for chemical analysis, and 8 c.c. of a 5% solution of calcium chloride was injected intravenously.
The spasms ceased almost immediately, and respiration returned to normal. Calcium gluconate, 10 c.c. intravenously, was injected on the three subsequent days, and calcium lactate, grm. 5 twice a day, was given by mouth. Ammonium chloride gr. 30 three times daily, was given by mouth for the next fortnight. Nevertheless, on June 15, 16 and 17, slight attacks of carpal spasm occurred, always preceded by a short period when patient complained of tingling in hands, but these attacks were not associated with hyperpncea. Trousseau's sign positive for three days after initial attack; Chovstek's sign not obtained after June 19. No further attacks of carpal spasm in hospital, although patient complained of tingling in hands for short periods daily until June 26. With onset of tetany there was irregular pyrexia-up to 1000 F.-which lasted three days.
Analysis of blood taken on June 14: Serum calcium 11 mgm. per 100 c.c., plasma phosphorus 16 5mgm. per 100 c.c. Plasma bicarbonate, taken two days later, was 55. Further analysis of blood on June 23: Serum calcium 9-8 mgm. per 100 c.c., plasma phosphorus 4'5 mgm. per 100 c.c. Analysis of stools: Total fat 36'8%, neutral fat 9.09%, saponified fat 10.04%, fatty acids 17.68%.
It is hoped that patient will return to hospital for further investigation of the calcium balance.
Patient was then lost sight of until November 1933. During the four months since her discharge from hospital in July 1933, patient has had no eucortone injections, or extract by mouth. She has remained in good health, apart from a slight gradual loss of weight (4 lb. On examination.-Tenderness noted in epigastrium, both hypochondria, and lumbar regions. Systolic blood-pressure, 102. Test-meal showed achlorhydria. Wassermann reaction negative. Addison's disease was diagnosed, and suprarenal whole gland tablets were given by mouth without appreciable benefit.
Patient admitted to University College Hospital, July 1929, under Dr. Batty Shaw, with increasing weakness, abdominal pain, vomiting and diarrhoea, 1 st. loss of weight in two years, infrequent and scanty menstruation.
On examination.-Definite pigmentation of skin and lips; systolic blood-pressure varied between 70 and 90 mm. Radiography of chest and suprarenal regions negative.
No specific treatment was carried out and the symptoms continued. In 1931, patient was admitted to King's College Hospital, under Dr. J. L. Livingstone, with similar chronic symptoms. Systolic blood-pressure ranged between 90 and 100. Blood-count normal. Fresh suprarenal gland given in sandwiches led to a slight improvement.
October 1932: Admitted to the London Hospital under Dr. Robert Hutchison, and observed by one of us (S. L. S.) Faintness, weakness, vomiting and intermittent diarrhoea, loss of weight, and increasing pigmentation were the symptoms at that time. Blood urea, 0*03%; blood-sugar O009%. Systolic blood-pressure varied between 100 and 110; diastolic between 60 and 70 mm. Radiography of chest and adrenal area negative. Test-meal showed achlorhydria with total acidity 28. Blood-count: R.B.C. 5,200,000; Hb. 60%; C.I. 0-57; W.B.C. 6,800. Differential: Polys. 73%; eosinos. 1%; small lymphos. 15-5%; large lymphos. 5%; large hyals. 55%. Eschatin, 5 c.c. intramuscularly, daily, begun on November 22, and within two weeks symptoms had almost disappeared. The patient, however, was irritable and difficult, and the effect of her "emotional storms" on the other patients accelerated her departure. Eschatin 2 c.c. daily continued for two months, but subsequently injections were frequently omitted owing to difficulty of adequate supervision.
March 1933 : Blood-pressure 124/84, but patient's condition was not good yawning and hiccoughs gave rise to some anxiety.
June 1933: Admitted to Elizabeth Garrett Anderson Hospital under one of us (D. C. H.) with persistent symptoms. Characteristic skin pigmentation present, but none on buccal mucous membrane. Systolic blood-pressure, whilst in hospital, ranged between 90 and 110 mm. Blood urea 30 mgm. %. A daily dose of eschatin, 3 c.c., given for four weeks with considerable amelioration of all symptoms.
Patient was then lost touch with until November 1933 when she was again seen by one of us (S. L. S.) Since July she had received no medicine or injections but had continued in fair health until October 1933, when pain in the right loin ascending to the right scapular region was complained of. It has continued ever since, is of a " nagging" character, worse after exertion, but usually noticeable during the night. Lassitude and anorexia have returned. (2) The asthenic symptoms persist in varying degree, though the blood-pressures have recently been at fairly normal levels. (3) The condition was definitely improved by treatment with extract, and since the injections ceased four months ago, the improvement has been remarkably maintained and the bIood-pressure is now 125-90, a higher figure than was ever recorded in daily readings in the hospital during the last period of treatment in June and July 1933.
There is no doubt that cases of chronic and subacute suprarenal deficiency exist without typical clinical signs and symptoms. At the present time there is no certain means of establishing the diagnosis, and the development of a test for such cases would be of great value. A therapeutic diagnostic test by injection of extract would probably assist but is at present practically impossible owing to the high cost of the extract. There is great need for the stimulation of the wholesale production of concentrated active preparations which could be sold at lower cost.
A Pseudohermaphrodite with Suprarenal Cortical Hyperplasia.-F. Hair.-Definite excess of dark downy hair on the upper lip; a few sparse hairs on chin. Pubic hair is luxuriant and shows tendency to extend up to umbilicus. External genitalia: Marked over-development of the clitoris with the uretbra opening at its base. Labia majora well developed, but no vagina. Per rectum nothing definite could be felt. Internal genitalia: Laparotomy was performed and it was found that the uterus was very small and continuous with a solid column of tissue representing the vagina. Right ovary normal; left ovary larger than normal; containing a few follicular cysts. Neither uterus nor ovaries were removed.
Suprarenal glands: Right normal in size; left appeared to be slightly enlarged on palpation.
Breasts small and under-developed. Sella turcioa normal in size and shape. Blood-pressure 123/70; blood urea 42 mgm. %; urine normal.
The voice is feminine. The mother states that the child is shy and reserved, and has a strong dislike for boys.
Adreno-genital Syndrome (Cushing type).-CLIFFORD HOYLE, M.D. (for CECIL WALL, M.D.). F. T., female, was first seen in February 1932, at the age of 18i, complaining of increasing obesity and amenorrhcea. Childhood uneventful apart from mild attack of typhus fever at 11 and two doubtful attacks of facial cellulitis at 14 and 16. Family history irrelevant. First menstrual period at 12, and subsequently these were regular up to 15, when they became irregular and scanty. Complete amenorrhcea since May 1931. At 15i noticed rather suddenly that face was getting fatter, and, shortly afterwards, trunk as well. Within a year appearance changed completely. She complained of generalized headaches, insomnia, and loss of mental alertness, with depression. Thyroid extract and diet restriction led to no improvement and her weight increased steadily by 3 st. in three years. At 17 years and 8 months hair appeared on upper lip and shoulders. Examination in February 1932, showed an intelligent girl of short stature and dusky plethoric appearance with considerable obesity of general distribution (weight 10 st. 0I lb.) ( fig. 1 ). Slight hirsuties of the upper lip and shoulders, upper arms, back, abdomen and thighs, with pubic hair ascending towards the umbilicus. Well-marked stria atrophic.n over the breasts, axillie, trunk and thighs, and patchy purplish discoloration of both legs. Blood-pressure constantly raised during observation while at rest and varied between 160/110, and 185/125. Pulse-rate 56 to 84. Retinal vessels and fundi normal.
Teleradiogram of heart showed slight enlargement of left ventricle with a rather wide aortic shadow. Electrocardiogram: normal rhythm with left ventricular predominance. External genitalia not abnormal. Urine normal except for trace of albumin. Renal efficiency tests normal and retrograde pyelograms showed both kidneys to be normal. Sugar tolerance raised; fasting blood-sugar 74 mgm.%, and after 50 grm. of glucose this rose to 95 mgm.% in forty five minutes, and fell to 69 mgm.% in two hours. Blood-count: Erythros. 5,800,000 per c.mm.; Hb. 90%; C.I. 0 77; leucos. 10,000 per c.mm., with a normal differential count. Stereoscopic radiograms of skull normal, except that pituitary fossa was rather small. Blood Wassermann reaction negative. Serum calcium, 10*1 mgm.%; the plasma
